Introduction
Cognitive behavioral therapy (CBT) is the treatment of choice for bulimia nervosa (BN) and binge eating disorder (Wilson, Grilo, Witousek, 2007) . In the study by Fairburn, and colleagues (2009) , the remission rate among participants with BN, or Eating Disorder Not Otherwise Specified (EDNOS), receiving the enhanced version of CBT (i.e. CBT-E) was 66 %. Watson et al., (2012) reported a within-group effect that was large to moderate on eating disorder symptoms, and clinically significant improvement for 36 % of patients diagnosed with EDNOS and 50 % of patients diagnosed with BN, receiving CBT-E. CBT-E stands for an enhanced, personalized, "transdiagnostic" treatment for eating disorders, which includes strategies for involving and retaining patients, achieving early change and stabilizing healthy eating patterns, addressing over-evaluation of shape and weight, and identifying and addressing other important maintaining variables, such as mood intolerance, clinical perfectionism, core low self-esteem, and marked interpersonal difficulties (Fairburn, 2008) .
Most people in need of psychological treatment do not receive it (Kazdin, 2008) .
There is a lack of implementation of evidence-based treatments for BN, and EDNOS, among clinicians in community settings (Wallace & van Ranson, 2011) . Internet-based CBT may be an efficient strategy for reaching more people in need of treatment for eating disorder psychopathology. Internet-based mental health interventions provide a special opportunity for extending mental health interventions (Kazdin, 2008) . Using web-based CBT treatment with therapist support is a well-established treatment format for a range of conditions (Andersson, 2016) . The efficacy of Internet-based guided self-help for bulimia nervosa and binge eating disorder has been investigated in several studies (Aardoom et al., 2013; Loucas et al., 2014; Melioli, et al., 2016; Schlegl, Bürger, Schmidt, Herbst & Voderholzer, 2015) .
A recent multicenter randomized non-inferiority trial showed that an Internetbased CBT group therapy conducted via a therapeutic chat group was mostly not inferior to individual face-to-face CBT at the 12 months follow-up (Zerwas et al., 2017) , although the group condition was inferior to the face-to-face condition in terms of abstinence from binge eating and purging at post-treatment. Loucas et al. (2014) found only small effects in their review of Internet-based treatments for BN and EDNOS, and conclude that more research is needed to clarify possible effects of CBT via Internet for this group of patients. Further, Loucas et al. (2014) highlight that Internet-delivered CBT for this group of patients should be personalized. Adapting treatment to individual needs in Internet-based CBT has been successfully implemented for conditions other than eating disorders by including additional modules for comorbid conditions (Berger, Boettcher & Caspar, 2014; Bergman Nordgren et al., 2014; Johansson, Sjöberg, Sjögren et al., 2012) . In the first study of CBT-E, Fairburn and colleagues (2009) compared two versions of CBT-E; one only focusing on core symptomatology of ED (focused), and another addressing additional maintaining factors (broad). Hence, in CBT-E treatment was personalized and tailored to the individual. Results showed that participants exhibited substantial and equivalent change, which remained at the follow-up. Participants with eating psychopathology complicated by mood intolerance, clinical perfectionism, low self-esteem, or interpersonal difficulties, appeared to respond better to the more personalized treatment of CBT-E. Ghaderi (2006) compared manual-based CBT with CBT based on functional analysis (as a method of individualization) for participants with BN, and showed preliminary support for a higher level of individualization in terms of response to treatment.
Treatment can also be individualized by declaring one's own personal values with the aim of motivating behavioral change in Acceptance and Commitment Therapy (ACT) (Hayes, Stroshal & Wilson, 1999) . Since lack of motivation and high ambivalence are major obstacles for efficient treatment of eating disorders, this component of ACT might make a contribution to increased efficacy of CBT for ED. Similarly, acceptance strategies from ACT might help alleviate cognitive obstacles that for some of the patients are difficult to overcome with currently used strategies such as restructuring or meta-cognitive awareness. Ljótsson et al. (2007) found that CBT-based guided self-help influenced by ACT for patients with BN and binge eating was effective, with moderate to large reductions in several eating disorder-specific parameters.
For the purposes of the present study, we developed an ACT-influenced, cognitive behavioral, Internet-based treatment, consisting of modules allowing treatment adjustment to the needs of each patient. Treatment goals are to establish healthy and regular eating, focus on maintaining variables, and address other psychological problems that increase the risk of relapse or poor outcome. The treatment was developed with inspiration from Fairburn's transdiagnostic model for eating disorders (Fairburn, 2009) , and literature on ACT for eating disorders (Forman, Lillis, Butryn & Haynos, 2016) . Psychoeducation for eating disorders and anxiety was considered an important part of the treatment model. Beyond common CBT-E strategies, the current treatment manual incorporates strategies drawn from ACT. For example, body checking and avoidance are addressed through both exposure and acceptance exercises, aimed to reduce over-evaluation of shape and weight. Declaring own personal values is included, aimed at developing healthy activities in life, such as caring for the body.
Clinical research should seek to uncover mechanisms of psychological treatments (Holmes, Craske, Graybiel, 2014) . Since CBT in general, and Internet-based CBT in particular, involve psychoeducation, it seems important to investigate the role of knowledge acquisition in treatment outcomes. Generally, the purpose of psychoeducation is to increase participants' knowledge of the problems and treatment process. It can per se be considered a cognitive intervention. However, there are indications that clients often misinterpret psychoeducation (Sanderson & Bruce, 2007) , and forget much of the information provided (Har-vey et al., 2014) . There are only a few trials in which the relation between knowledge acquisition and treatment outcome has been evaluated. In a review study, increased knowledge of depression was associated with improved psychosocial functioning and treatment adherence among depressive patients undergoing CBT treatment (Tursi, Baes, Camacho, Tofoli & Juruena, 2013) . Davis, Olmsted and Rockert (1997) compared a brief group treatment, designed to be purely educational, with longer CBT therapy for participants with bulimia nervosa (BN).
Both treatments seemed to be equally effective for the healthiest participants, suggesting the effectiveness of psychoeducation (Davis, Olmsted, Rockert, Marques & Dolhanty, 1997) . In a study by Tatham, Dodd & Waller (2015) the impact of a four-hour session pre-treatment psychoeducational intervention on outpatients with diagnoses of full or atypical anorexia nervosa or bulimia nervosa was evaluated. Results showed reduced unhealthy eating attitudes among bulimic patients, regardless of initial levels of eating and personality pathology. In contrast, psychoeducation was not effective for anorexia nervosa sufferers (Tatham, Dodd & Waller, 2015) . Psychoeducation is a well-integrated part of treatments for eating disorder patients. It appears important to explore the role of psychoeducation in the treatment of eating disorders.
To the authors' knowledge there is no published study of the relationship between psychoeducation and outcomes of Internet-based CBT for patients with eating disorders.
The first aim of the current study was to investigate the effects of tailored and ACT-influenced, Internet-based, cognitive behavioral therapy for participants with BN and EDNOS. The second aim was to investigate the change in participant knowledge and the relationship between psychoeducation and treatment outcome. The following two hypotheses were tested: 1) Individualized, ACT-influenced, Internet-based, cognitive behavioral therapy for patients with BN and EDNOS is effective in reducing symptom of eating disorder, depression and anxiety, and in increasing quality of life. 2) There is a significant association between the change in participants' knowledge and the change in outcomes across the treatment.
Method

Participants and recruitment
The study was approved by the Ethical Review Board in Linköping (Dnr. 2014/426/31). The trial was registered at https://clinicaltrials.gov/ in the last author's name. Informed consent was obtained from all participants after providing detailed information about the study, and providing them an opportunity for questions.
Participants were recruited via advertisements in the social media and Swedish newspapers. They signed up via the treatment study website (www.zenitstudien.se), and were enrolled in the study through an Internet-based, secure platform for the study. An informed consent form was signed by participants and sent back to the research group via regular mail.
Screening and pre measures were taken from 2015-01-12 to 2015-01-22. A total of 183 people registered their interest, upon which they were asked to electronically respond to the screening form (see Figure 1) . It was decided to stop recruitment at this time, as the power analysis had shown that the number of participants were large enough to detect differences between groups. The inclusion criteria for the study were that participants were at least 18 years old, could speak and understand Swedish, and met the criteria for BN or EDNOS. The following exclusion criteria were used: (a) diagnosis of anorexia nervosa within the last two years, (b) BMI of 17.5 or below, (c) concurrent psychological treatment, or (d) acute risk of suicidality as determined by a clinician experienced in psychiatric disorders and eating disorder psychopathology. A total of 17 people did not meet the inclusion criteria, or could not be reached after completing the online screening forms. Five of the 17 (29.4%) who underwent screening were excluded due to the diagnosis of anorexia nervosa. None were excluded due to suicidality. A total of 29 people were excluded after the diagnostic interview. Ten declined participation (34.4 %), two (6.9%) could not commence treatment on time, and 17 (58.6 %) received other treatments, met criteria for AN, not detected during the screeening, were in need of more comprehensive care, or were pregnant. The external loss of potential participants was 46 (33.3%). Those fulfilling the study's inclusion criteria assessed with online screening forms were then interviewed by phone using the Mini International Neuropsychiatric Interview (MINI) (Sheehan et al., 1998) . MINI interviews were conducted by four supervised clinical psychology master's students (the same students that delivered the treatment to participants).
They had previous clinical training in conducting the MINI, and thus no inter-rater reliability was conducted for the current study. Those who fulfilled the DSM-IV (American Psychiatric Association, 2000) criteria for EDNOS or BN based on an interview with the MINI, were invited to participate. A total of 92 individuals were finally enrolled in the study. Participants were randomized into one of two groups: the treatment or waiting list control group. Randomization was performed by an independent researcher not included in the research group, using the website www.randomizer.org, which is a computer-based generator that uses a complex algorithm for randomizing participants to experimental conditions. The independent researcher was given a list of the included participants and then she randomized them via the website to either treatment or control group.
The treatment group received treatment immediately, while the wait list control group received treatment first after the treatment group had completed treatment, and both groups were re-assessed. Thus, all participants received treatment, but at different time intervals. Measures were obtained pre and post treatment. Our sample (N=92) included 89 women (97%), and 3 men. The mean age was 29, and BMI averaged 25. Forty-five participants (49%) had received previous psychological treatment for eating disorders. See Table 1 for characteristics of the study sample. Table 2 , participants had, on average, a history of eating disorders for an average of 13 years. The first diet attempt started on average at 16 years of age. See Table   2 for clinical characteristics. Table 2 -Clinical characteristics of the total sample, as well as wait list control group versus the treatment group Thirty-six participants (39 %) fulfilled the diagnostic criteria for BN. The majority of participants (61 %) fulfilled the criteria for EDNOS. A total of 21 participants (77 %) had a comorbid psychiatric diagnosis. As seen in Table 3 , a large proportion of the participants fulfilled the criteria for generalized anxiety disorder (GAD).
Table 3 -Diagnostic participant status
Fifteen participants in the treatment group discontinued treatment prematurely, thus 32.6% of the treatment group dropped out of treatment. Four participants in the wait list control group (8.7%) dropped out. Altogether 19 participants dropped out of treatment during treatment and wait list control group. One participant did not fill in the post assessment, which means that data were missing for 20 participants. The internal drop out rate was 21.7%.
Treatment
The treatment was conducted from 2015-02-09 to 2015-04-05. Participants received Internetbased and ACT-influenced CBT for eating disorders developed by the authors. The treatment protocol was influenced by Fairburns transdiagnostic CBT treatment for eating disorders (Fairburn, 2008) and ACT manuals for eating disorders (Forman, Lillis, Butryn, Haynos, 2016; Ljótsson et al., 2007; Lillis, Dahl & Weineland, 2014) . Psychoeducation included information on maintaining factors for eating disorder behavior, the rationale for daily monitoring of eating and establishing regular eating, dietary restraint, dietary rules, exposure to avoided stimuli and situations, as well as addressing body image concerns. The ACTinfluenced parts of the treatment included skills for willingness, mindfulness in eating, and in general, remaining detached to distressing thoughts concerning the body and eating (defusion), as well as values work (e.g., importance of healthy eating). Participants had the opportunity to interact with facilitators via feedback on written exercises and messages. The material was created as interactive, which allowed immediate feedback on exercises if requested, and individualization of treatment. Participants were contacted mainly via the website. They could also ask questions about the exercises, or other questions related to treatment and problems. Therapists were online daily providing immediate feedback through written messages via the website. In some cases participants were contacted by telephone for a detailed description of the treatment. The phone calls focused on supporting participants in completing exercises and understanding different aspects of the treatment. Four participants in the treatment group (8.7%) received one to five calls each. Treatment length was eight weeks, and the treatment program consisted of eight modules (Table 4) . The decision for which module to choose was made jointly by participants and therapists. For a detailed description of treatment modules, see table 4.
Table 4 -Treatment modules
All participants were assigned a therapist who followed them throughout treatment. Four supervised clinical psychology master´s students guided the treatment. They received weekly supervision from clinically experienced supervisors. To secure participant safety, weekly measures for suicidality and eating disorder behavior were taken. Worsening of eating disorder or depressive psychopathology during the course of treatment was addressed by means of calling participants for a checkup. Telephone contact was then individually tailored, and focused on, for example, strategies for handling strong negative emotions, behavior activation, and helping participants use health promoting behavior. If the suicide risk was assessed as high, the participant would be referred to their local psychiatric emergency unit. There was a weekly assessment by the Patient Health Questionnaire (PHQ-9), from which question 9 was used to assess suicide risk. Therapists contacted participants declaring having such thoughts daily. This applied to all participants, in both control and treatment groups. Five participants were contacted, and a stepwise interview assessing the seriousness of suicidal ideation was used. This study assessed no participants with a high suicide risk needing referral to psychiatric care. Assistance from therapists to participants consisted of short feedback on homework, reminders, and support. Overall, the therapists used roughly 15 minutes weekly providing participants with feedback, support, and responses to emails.
Measures
Screening and pre measures were taken from 2015-01-12 to 2015-01-22. Post measures were taken immediately after the intervention.
Interview.
Mini International Neuropsychiatric Interview (M.I.N.I.) is a structured diagnostic interview developed jointly by psychiatrists and clinician. MINI has an administration time of approximately 15 minutes (Sheehan et al., 1998) . The psychometric properties show very good test-retest reliability, with 14 of the 23 of the diagnoses above a kappa value of .75 and excellent inter-rater-reliability with all of the diagnoses above .75. Validity show good results for most of the diagnoses psychopathology, with kappa values of .49-.59, except for the more severe psychopathology, .11-.30 (Sheehan et al., 1998) .
Primary outcomes.
The Eating Disorders Examination Questionnaire (EDE-Q) is a questionnaire measuring eating disorder symptoms (Fairburn & Beglin, 2008) based on the Eating Disorders Examination interview (EDE) (Fairburn & Cooper, 1993) . The EDE-Q has good psychometric properties, and good validity and reliability (Fairburn & Beglin, 2008 ; present study alpha = 0.88). The instrument consists of 28 questions, and examines the core psychopathology of eating disorders during the last 28 days. EDE-Q comprises four subscales and a global score. The four subscales are eating concerns (present study alpha = 0.71), shape concerns (present study alpha = 0.83), weight concerns (present study alpha = 0.67), and restraint (present study alpha = 0.76) (Fairburn & Beglin, 2008) . Welch, Lagerström and Ghaderi (2012) developed a brief, 8-item version of the Body Shape Questionnaire (BSQ-8C) based on the full version (Cooper , Taylor, Cooper & Fairburn, 1987) to investigate body shape dissatisfaction. The BSQ-8C has shown good psychometric properties, with high test-retest reliability and high validity (Welch et al., 2012 present study alpha = 0.85).
Secondary outcomes.
The Patient Health Questionnaire (PHQ-9) is a self-assessment questionnaire consisting of nine items, used to screen for depression (Kroenke, Spitzer & Williams, 2001) . The PHQ-9 is a reliable and valid measure for depression severity (Hansson, Chotai, Nordström & Bodlund, 2009 ; present study alpha = 0.75). The questionnaire scores each of the nine DSM-IV criteria (Kroenke, Spitzer & Williams, 2001) . Generalized Anxiety Disorder 7-item scale (GAD-7) is a questionnaire designed to measure anxiety symptoms (Spitzer, Kroenke, Williams & Lowe, 2006) . The questionnaire includes seven statements, which are based on diagnostic criteria for a generalized anxiety disorder (GAD; APA, 2000) . The instrument has good psychometric properties, with high internal consistency and test-retest reliability (Spitzer et al., 2006 ; pre-sent study alpha = 0.87). The Quality of Life Inventory (QOLI) is a questionnaire designed to measure the subjective quality of life (Frisch, Cornell, Villaneva & Retzlatt, 1992) . It contains items for 16 areas of life where individuals report their subjective experience of importance and satisfaction. The instrument has good psychometric properties with high internal consistency, and good test-retest reliability (Frisch et al., 1992 ; present study alpha = 0.79).
Knowledge acquisition test.
We designed a test to investigate to what extent the participants had acquired knowledge on eating disorders during the treatment phase. The test measured knowledge on eating disorder psychopathology and its treatment. The test construction involved selection of test items, consulting experts in the field of eating disorders, and piloting the test with psychology students (n = 32). The knowledge test emanated mainly from psychoeducation from the first four modules. The final test consisted of 16 questions with three possible answers, and included a rating of respondent certainty for their answers, using a four-point scale from "not at all certain" to "very certain". The knowledge test was scored in two ways. First, a total score based on the total number of correct answers was calculated. Second, a weighted total score in which certainty of answers were factored was calculated. This meant a higher score if you were correct and certain, a lower score if you were correct, yet uncertain, and finally, a negative score if you were wrong but certain. Reliability analyses of internal consistency, measured with Cronbachs´ alpha, was α= 0.62. The questionnaire can be assessed by contacting the corresponding author.
Statistical analysis
The Statistical Package for the Social Sciences, version 22.0 (SPSS 22) was used for the statistical analyses. ANCOVA was used to investigate group differences 1 . Within-group differences were calculated using dependent samples t-tests. Cohen's d was used for calculating effect sizes (Cohen, 1988) . Missing values were replaced by multiple imputations as implemented in SPSS. To assess clinically significant change, a 2-step approach was used according to Jacobson and Truax (1991) . The first step was to calculate a Reliable Change Index (RCI), and the second involved setting a limit marking movement from a "dysfunctional population" to a "functional population". The RCI (created to determine the change in the outcome measure over and above errors related to the reliability of the measures) is considered significant when the RCI is greater than 1.96, indicating that the probability of change being due to chance is less than 0.05. The second step used to assess clinically significant change was to employ an established criterion for remission (Fairburn, 2009 ), defined as a posttreatment EDE-Q score within one standard deviation of the mean of the general Swedish population (Welch et al., 2011) . The knowledge test was administered before and after the intervention. An analysis of covariance (ANCOVA) was performed to examine the difference between the treatment and waiting list control groups regarding change in score from pre to post on the knowledge test. The pre measurement was used as a covariate. Pearson's product moment correlation was used to investigate the association between changes in the level of knowledge from pre to post, and change scores from pre to post on the various outcome measures.
Results
Pre testning
To compare treatment and control groups in terms of symptoms and demographic variables for pre treatment measures, the independent t-test and χ² test were conducted. No significant differences, were identified between treatment and control groups.
Treatment adherence
A total of 19 (21.7%) participants dropped out after randomization. The dropout rate was markedly higher in the treatment group (32.6%) compared to the control group (8.7%). Those discontinuing treatment prematurely did not differ from those who completed treatment for any of the demographic variables or symptom estimates, with the exception of the frequency of agoraphobia. Dropouts from the treatment group had greater than expected agoraphobia, χ² = (1, N= 92) = 5.9, p=0.04.
Treatment outcome
Intent-to-treat analysis.
As shown in Table 5 , we found significant group differences at post-treatment for the primary outcomes for eating disorder psychopathology measured with the EDE-Q and body dissatisfaction, measured by the BSQ, after controlling for corresponding pre-treatment values. See Table 5 for primary and secondary outcomes. We also did the analyses using repeated measure ANOVA. The outcome is presented in the online supplementary material (Table 6) showing the same pattern as the ANCOVA in terms of significant interaction effects for the EDE-Q global score and its subscales, and the BSQ, while no significant interaction effects were found for the rest of the outcome variables (SWLS, QOLI, GAD-7, and PHQ-9). Rate of abstinence defined in terms of no binge eating episodes at all as reported through the EDE-Q at post treatment was 10.3%. Divided by the BN and EDNOS diagnostic categories, the corresponding figures were 11.8% and 8.3%. Although the abstinence rate was slightly higher in the BN group, the difference was not significant. 
Discussion
The first aim of the current study was to investigate the effects of tailored and ACTinfluenced Internet-based CBT for patients with BN and EDNOS. A within-group change occurred in the treatment group, whereby eating disorder symptoms and body dissatisfaction, measured by the EDE-Q and BSQ, improved significantly. As a diagnostic interview such as the EDE was not used at pre-, and post-treatment, the abstinence rate after the end of the treatment was defined using the reported frequency of binge eating in the EDE-Q. Just above 10% met this criterion for abstinence. However, any figures on self-reported binge eating should be interpreted cautiously. At post treatment, after controlling for baseline severity, the treatment group was significantly improved in comparison to the waiting list control group.
Effect sizes were small to moderate (d= 0.35-0.64). A mentionable proportion of participants in the treatment group (36.6%) reached clinically significant improvement. Watson et al.,
(2012) report a moderate to large within-group effect on the EDE-Q total scale, and a clinically significant improvement (according to Jacobson & Truax, 1991) for 36% of patients with EDNOS, which is in line with the present results. In a guided self-help study, Ljótsson et al. (2007) showed that 40 % of the participants reached clinically significant improvement in binge eating episodes. Loucas et al. (2014) found small effects in their review of Internetbased treatments for eating disorders (n=20). The results of the current study show some moderate effects as well, and a fair number of participants recovering from eating disorder symptoms. Both the treatment and waiting list control groups in the current study improved on quality of life, with a small within-group effect, from pre to post assessment. In their review paper, Aardoom et al. (2013) found mixed results for depressive symptomatology in
Internet-based CBT for eating disorders. We found no significant between-group differences on depressive symptomatology, as both groups reported improvements corresponding to moderate size effects from pre-to post-treatment. In summary, our results suggest that tailored, ACT-influenced, Internet-based CBT is promising in reducing eating disorder psychopathology among patients with BN and EDNOS. Aardoom et al. (2013) showed a dropout rate for Internet treatments for eating disorders between 5.3% and 76.8%. Furthermore, face-to-face contact or contact via mail or telephone, was associated with a lower dropout rate (Aardoom et al., 2013) . Dropout analysis in the current study showed no significant difference between groups, except for those who dropped out showing a higher than expected frequency of agoraphobia. This was an unex-pected finding, which might simply be a sampling effect. No firm conclusions can be drawn before it has been investigated in other independent studies.
Given the evidence for the benefit of support in web-based treatments (e.g., Loeb et al., 2000) , support was included in the current study via text messaging and when needed also via telephone. This treatment lasted only eight weeks, and traditional treatments usually last 20-40 weeks (Carrard et al. 2011) . Similar effects despite shorter duration is plausible, as previous research has shown that much of the change in CBT occurs in the early stage of treatment (e.g., Schibbye et al., 2014; Wilson et al., 2002; ) , and that longer treatment, beyond a certain point, may not yield any further effect.
To our knowledge this is the first published study to evaluate the role of psy- which is another limitation of the current study. Objective data based on semi-structured interviews such as the EDE would add to the credibility of the outcome, as some of the symptoms such as the frequency of binge eating are difficult to measure reliably through selfreport. Likewise, lack of inter-rater reliability among those who conducted the MINI interview should also be noted as a limitation. Finally, two other limitations should be mentioned.
The first one is the low internal consistency (α= .62) of the knowledge questionnaire, and the second one is the validity of the EDE-Q subscales given the mixed results from studies investigating its psychometric properties. There are some strengths to the study. We aimed to include participants with any eating disorders with the exception of those who were significantly underweight regardless of comorbid problems, age, and duration of ED to increase the gen-eralizability of the results. The sample showed significant psychopathology at pretreatment screening, but a substantial portion of the participants did meet the criteria for clinically significant improvement after the intervention, cautiously suggesting that tailored and ACTinfluenced Internet-based CBT might be a promising treatment. If replicated and showing favorable outcome, a clinical implication could be to use guided Internet-delivered treatment as the first step in a stepped-care model for patients with eating disorders, as suggested by Crow et al. (2013) .
This was the first study to explore the outcome of tailored and ACT-influenced
Internet-based CBT treatment for patients with eating disorders. The treatment was associated with favorable outcomes in eating disorder psychopathology, and a sizeable proportion of participants reached clinically significant improvement. This study preliminarily suggests that web-based psychological treatment for eating disorder-related problems may be promising as an initial intervention. Internet administered treatment could function as a supplement to present health care in a stepwise care model. Future studies should further evaluate web-based psychosocial treatments for ED implemented at clinics in a stepped care model. There are already some good technology-enhanced treatment delivery systems (e.g., Recovery Record, Overcoming Bulimia Online, and Featback) that should be considered in future development of Internet-based interventions for ED. Our intervention has several similarities with these systems, and each system has some unique features, which sets the scene for future comparisons and further developments. We encourage long-term follow-up studies to see how partici- • The relation between knowledge acquisition and outcome was explored.
• The intervention showed promising effect for people with eating disorder psychopathology.
• Although treatment helped patients acquire knowledge about eating disorders and their management, we failed to find a significant relationship between knowledge acquisition and outcome Overarching components and structure in all the modules:
The modules contained texts material, writing exercises, movies, and audio files, aimed at presenting a theme for each week. The structure of the modules included following up homework from the previous session, psychoeducation about the theme of the week, instructions, and new home exercises. Participants were asked to keep a food diary. The first four modules of the treatment encompassed the core psychopathology of eating disorders, and the remaining four modules combined interventions directly focusing on eating disorders, with tailored modules based on the participant's individual difficulties.
TAILORED TREATMENT (module 4-7)
Living with obesity and self-stigma Self-stigma and emotional eating was investigated and values work presented. Concrete behavior change in a healthy direction was established and hindrances addressed.
Behavioral activation, when feeling down Psychoeducation on depression and patterns of avoidance was addressed. Values work and behavioral activation were the main strategies.
Freeing yourself from worries and anxiety Psychoeducation on anxiety and avoidance was presented. Strategies, such as anxietyfree-zones and alternative behaviors, as well as values work and goals were introduced.
Emotional turmoil and emotional regulation Emotion regulations skills were presented. Psychoeducation on emotions and strategies such as identify emotions, acceptance and mindfulness were introduced.
Last module
The focus was on summarizing the treatment gains, strategies to maintain them and relapse prevention.. 
